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Initial FMLA Leave Request Form 

Any incomplete information will delay the processing of this request. 
If you have any questions, please caU the FIULA Center toU free at 877- S£C-FBILA/(877)-£^S-3652. 

Form submitted by: dL. _ — oe Camtal Business " Date. __„ 



Employee Name: John Smith 
^0 



_ HR Rep.: 



iGlTpho 



Current Work Schedule: 



HR Rep. phone: 



(Days/ Hours per w« 



2 </ --f~\ Check this box if you are applying for disabjttlty benefits. 
' — ' ftiotK mutt cxM tht tUtabtHtg wntw tc aiytg Jvr dtsabtU^ bmftts) 




Reason for Leave 



for the leave you are requesting. 



Incapacity due to pregnancy and prenatal 
(before the chad is bom). 

delivery date: 

Time to care for a newborn child or a 
newly placed adopted or foster care child 
y (for moms and dads). 

Too sick to work for more than three 
^""^ consecutive days (including non-work days), 
J and saw a health care provider twice; 

Too sick to work for more than three 
consecutive days (inchiding non-work days), 
cmd saw a health care provider once and 
gyea a continuing r^imen of treatment 
(e.g., theraRr, medication); 

\~] Incapacitated by or out to receive treat- 



111 



To take care of/ provide support for a sick 
eligible family member who faUs into one 
of the categories above (except care of a 
-child). 



Type of Leave 

Please check (✓) the type of leave you are requesting. 

[J Full, Continuous Leave 

Requested time period: ^ ^ 



] Reduced Schedule 

Requested reduced work schedule: 
/ hrs./day 



Time period for which you are requesting tli 
reduced schedule: , 
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Intermittent Leave (i.e., occasional, episodic) 
If the medical condition is occasional or episodic we 
require a spedfic time period for coverage under the 
FMLA (up to 1 year maximum.) 

Begm date: ^ ' ' to /~^'^ , end dat. 
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Medical Certification for FMLA - Employee 

Jake Otis form to your medical provider for ceiiHication. 
for questions regtntmg Otis form eaU S77-S5ff-fMUVm-SSS:3SSZ Itetum to Ibe FMIA Center by 



• • • • Reason Leave — Medical Provider must check (✓( any and all that apply. • ' 

'^^^PREGNANCY — / certify that the above patient is/has been/will be: 
2- n Incapacitated* due to pregnancy. 

□ Receiving prenatal care. — Expected delivery date: __ 

MEDICAL CONDITION — / certify that the above patient is/has been/mil be: 

□ hc^citated* for mm than 3 consecutive days and received treateient at least 2 times for this condition. 

□ Incapacitated* for more than 3 consecutive days and received treatment for this condition and 
prescribed a regimen of continuing treatment (i.e. therapy, Rx). 

□ Incapacitated* by or out of wrork to receive treatment for a chronic serious health condition which 1 1 requires periodic visits/treat- 
ment and 2) continues over extended period of time and 3| causes episodic or continuing incapacity*. 

□ Incapacitated* by a permaneBt/long-term condition for whicli patient is undergoing continuing " 
treatment (i-e. Ahheimer's, severe stroke!. 

□ Out of work to undergo examination/testing for a condition that would likely fall into one of fte categories listed above or require 
inpatient stay. 

• Unable to work or perform regular dally activities. 

HOSPITAL STAY — / certify that the above patient isfiias been/will be: 

□ Inpatient in a hospital, hospice, or residential medical care facility. 

□ Out of work to receive treatment for a condition connected to previous inpatient stay 

□ Recovering from inpatient stay and incapacitated (unable to work or perform regular daily activities). 
• Dates/Time of Leave — Medical provider must indicate dates and times of leave ••••••••••••••••• 

Continuous Leave: (If Requested) — / cemfy that the atom patient has a medical need for leave as described. 
Requested time period — Begin date: 



Reduced Hours: (If Requested) — i certHythat the above patient has a medical need for leave • 

Requested reduced hours schedule hrs^day hrs./week days/week 

Requested time period - Begin date: __ to ___ end date 

llrtermrttent (i.e. occasional, episodic) Leave: (If Requested) — l certify ^atthe above patient has a medical need for leave as described. 

Requested intermittent schedule hrsVday hrs.Meek daysAweek 

Indicate approximate duration of medical conditiorj—Begmiate: . **" {,mjim 



• Signature Stamp — Medical provider must sign and return font) to the FMLA Center •••••••••• 

Uidielt^vider ^ ,cr /'S^ ^ ^ 

SisBabirm ^ <— 

/^O 

PrinlHama: '^^ rype of Practfce; dl 
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Medical Certification for FMLA - Family Member 

lake this form to your family membet's medical provider for certiScafion. 

Hri/iwstiOKregtnlmg this fom call m<a!l:^mum7-SSr-3^Bet^ j y<-/ 

John Smith ^ /72^ ItthUonMpta^lme: SpQOSS ^ 



-0 



Janice Doe ^ ss«o-- /^3-</S-(^7x / 

• • Reason for Leave — Medical Provider must check (✓) any and all that apply. ••• 

'REGNANCY — / cert/^y ttet the above patient is/has been/will be: 
Q Incapacitated* due to pregnancy. 

Q Receiving prenatal care. — Expected delivery date: 



MEDICAL CONDITION — / certify t/iat the above patient is/has been/will be: 
Q Incapacitated* for more 3 consecutive days and received treatment at least 2 times for ttiis condition. 

Q Incapacitated* for more than 3 consecutive days and received treatment for this condition and 
prescribed a regimen of continuing treatment (i.e. therapy, Rx). 

r~1 Incapacitated* by or out of work to receive treatment for a chronic serious health condition which 1) requires periodic visits/treat- 
ment and 2) continues over extended period of time and 3) causes episocRc or cmtinuing incapacity*. 

Q Incapacitated* by a permanent/long-teim condition for which patient is undergoing continuing " 
treatment (i.e. Alzheimer's, severe stroke). 

□ Out of work to undergo examination/testing for a condition that would likely fall into one of the categories listed above or require 
inpatient stay. 

* Unable to work or perform regular daily activities. 

HOSPITAL STAY — / certify that the above patient is/has been/will be: 
Q Inpatient in a hospital, hospice, or residential medical care facility. 
O Out of work to receive treatment for a condition connected to previous inpatient stay. 

□ Recovering from inpatient stay and incapacitated (unable to work or perform regular daily activitiesj. 



■ Dates/Time of Leave — Medical provider must indicate dates and times of leave for the employee ' 



/ ContiRUOUS Leave: (If Requested) — / cirtUyttiat the above employee is needed to care for, or provide beneficial psychological comfort to spouse, child 
(/ furfio is under iS or incapable of setS-carel or parent for the following time period: 



Requested lime period — Begin date: . 



neduced Hours: (If Requested] — / cerefy that me above employee needs reduced work hours us care for, or provide benehcial psychological comfort to 
spouse, child IviAm Is under 18 or incapable of self-care), or parent for the foUowiag tme period: 

Requested reduced hours schedule hrsiday hrsTweek days/week 

Requested time period — Begin date: to end date 

Intermitteflt (Le., occasional, episodic) Leave: (tf Requested) — f certify thst me sieve employee needs intermittent leave ta care for, or provide 
benefkiial psychological com/brt to spouse, chOdfwIui is under ISofmcapable of self-care}, or parent for the following time period: 

Requested intermittent schedule hrs7day hrs./vKeek days/week 

Indicate approximate (turation of OKdical condition — Begin date: to end date 



Signature Stamp — Medical provider must sign and return fonn to the FMLA Center 
Midical Provider 

1^ / ^ ^ Trpe of Practice: 

^ /6 2- 



